continence is almost continuous, the patient leaking soft unformed ftces. Secondary megacolon is an occasional sequel (Fig 3) .
The management of this condition is obvious, but nurses generally need encouragement to continue giving daily enemas until the whole colon is cleared, a process often occupying seven days or more. Prevention of recurrence is then important, and this may well be accomplished by daily use of a stool softener, together with an enema once weekly.
In conclusion, it is worth stressing that facal incontinence affects a large number of elderly people. It requires investigation because of the many possible causes. Its prevention and management are the concern of the physician, and are not matters which should be relegated to nurses. REFERENCES Brocklehurst J C (1951) Patients suffering from cauda equina lesions represent a small proportion of the patient population; they suffer, however, from a disproportionate disturbance of sphincter function. The majority of patients with this neurological dysfunction remain ambulant and more or less active since nerve supply to the lower limbs is largely spared.
Lesions of the spinal canal below the first lumbar vertebra principally produce a lower motor neurone disturbance of the sacral outflow, from which the descending colon, rectum and anus derive their nerve supply. The sacral parasympathetic plexus supplies the autonomic reflex arcs to the rectum and anus above the dentate line, while the internal pudendal nerve innervates the external anal sphincter, levatores ani, and the anal mucosa below the dentate line. Disruption of the cauda equina therefore produces both sensory and motor denervation of the rectum and anus. Barbara Smith (1971, personal communication) has observed, while studying the nerve plexus of resected specimens of large bowel, pathological changes which suggest early extrinsic axonal degeneration similar to that seen in wallerian degeneration of injured peripheral nerves. This is followed by transynaptic degeneration of the intrinsic neurones, a further neuronal loss which occurs over a period of time. This phenomenon is probably unrelated to the use of cathartics.
Because the lesion is of peripheral nerve type the normal reflex mechanisms of defacation cease; the patient is largely unaware of the presence of faces and unable to expel it, so that it accumulates above an incompetent anus. Because of the physical nature of faces the problems of bowel dysfunction are less immediate than those of the asscciated bladder dysfunction; they are, however, no less important. Defacation in patients with cauda equina damage is achieved in response to very vague stimuli such as sweating or abdominal discomfort, possibly appreciated via the sacral sympathetic plexus. Forceful abdominal straining and propulsion by the descending colon attempt to push faces past an unresponsive and insensitive rectum. This results in constipation, often severe, which may in turn lead to spurious diarrheea and incontinence. Incontinence may also occur in patients who have destroyed what remains of anal tone by overzealous digital evacuation. The upright posture and straining at stool may precipitate rectal prolapse, also associated with incontinence; however, less than 2 % of patients suffering from rectal prolapse have lesions of the cauda equina (Todd 1959) . To this list of symptoms must be added proctalgia (Gabriel 1963) , which may be severe. The etiology of this symptom is unknown, but it may be a hyperasthetic phenomenon of an incomplete lesion.
In order to assess the role of surgery in the management of bowel symptoms, 47 unselected patients with cauda equina and low cord lesions, who had presented at St Bartholomew's or St Mark's Hospitals, were studied retrospectively. Cauda equina lesions were present in 34. In the rest the conus medullaris was intact; this reduces the severity of the symptoms since the integrity of the reflex arcs to the rectum and anus may persist while cortical control only is lost. Incontinence is therefore less severe, and prolapse of the rectum seldom, if ever, occurs. The majority of patients were ambulant and had incomplete lesions. No bowel disturbance was found in 9, while 34 were constipated and 14 frankly incontinent from time to time. Only 8 suffered rectal prolapse, and 4 complained of severe proctalgia. Thirty-five of the patients studied also had marked micturition disturbances. In 16 patients the etiology of the lesion was trauma or prolapsed intervertebral disc. in 29 tumour, and in 2 miscellaneous. Frankel (1967) , in studying paraplegics, stressed the importance of early careful conservative measures for successful bowel management. Similarly, Nash (1957) emphasized the need for early active management of the bowel in order to preserve function in patients with congenital spinal lesions. In the small series described here, it was found that 37 patients required laxatives, 20 regularly used suppositories, and 17 needed digital assistance as well. The majority (all but 9) were therefore controlled adequately by conservative means. It must be emphasized that great care is necessary in digital evacuation of the denervated anus and rectum, lest they be irreparably damaged.
Surgery therefore plays a minor but important role in the management of bowel dysfunction. Consideration of bowel surgery should be delayed for between one and two years after the onset of symptoms, to allow time first for any intrinsic recovery to take place, or for the results of spinal injury to be adequately assessed, and secondly for an acceptable trial of conservative measures. Surgery directed to the primary lesion is of paramount importance and was undertaken in 20 patients, with improvement in 16. There remained a hard core who failed to respond to these measures and developed the complications of prolapse, proctalgia and incontinence either singly or in combination. Repair of rectal prolapse was performed in 6 patients, 3 by Ivalon sponge operation and one each by sacral fixation, Roscoe Graham operation, and ligation and excision. All were improved, though retained troublesome symptoms of constipation, difficulty in deftcation, and occasional incontinence.
Diversion of the fecal stream and excision of part of the rectum (Hartmann's operation) was considered necessary in 4 cases for proctalgia and severe incontinence. Excision of the rectum, necessary to reduce mucus secretion, should not extend below the pelvic floor, so that further impairment of bladder function is avoided. This may result from damage to the already precarious nerve supply or from allowing the bladder to fall back inlto the empty hollow of the sacrum.
All 4 patients who had Hartmann's operation were greatly improved and were happy with their stomas. I therefore feel it important to consider this method of treatment, particularly when pain, incontinence and difficulty in defrcation are the main symptoms. Diversion may also be offered more readily in cases of prolapse associated with cauda equina lesions. Nash (St Bartholomew's Hospital, London EC1) 
Mr D F Ellison

Bowel Management in Spina Bifida Patients
The group of disorders with which I have been most concerned presents an entirely different problem from that in the patient with acquired paraplegia.
In physiological terms the anorectal area must be regarded as a sensory end organ. If we abolish the afferent impulse the whole normal mechanism of voiding breaks down. Previous comment has been made in this meeting on the constipation and apparent bowel paralysis accompanying the acute phase of poliomyelitis; I would suggest that as there is an element of encephalitis and general illness there is no need to evoke focal nerve damage. The distinctive feature of the congenital paraplegic is that there never has been any built-in receptor experience, so that the visceral and vascular impulses which may be appreciated by the acquired paraplegic have no meaning to the congenital victim. There is no initiation of straining and even if the motor arc to the external sphincter were present its activity would not be co-ordinated. It is therefore difficult but not impossible to build up any training pattem. In the early months the automatic contraction of the sigmoid colon is sufficient to evacuate through the relatively short rectum. However, very soon, if the child is allowed, to become constipated, the rectum enlarges, and the stool is arrested therein and becomes hard. Most spina bifida babies have their bladders expressed regularly, and evacuation of the rectum, if full, takes place at the same time. Experience has shown that a paraplegic child of 2 or 3 can in fact be pot-trained. With a little assistance by abdominal pressure, a straining evacuation can be brought about once or twice a day and many children can be kept from soiling.
In my experience the over-5s really fall into two quite distinct groups: those who have not had continuous and proper management from birth and have therefore developed a large passive sigmoid and rectum with a liability to impaction, and those who have had correct management from birth and have never been allowed to become overdistended.
The parent who is satisfied with a daily bowel action by the child may be in a fool's paradise, and it behoves the doctor to ensure that there is not an accumulated backlog of several days.
A chronically loaded rectum and sigmoid reduces bladder capacity, which is a good thing when the urethral sphincters are atonic, but bad in the few who have a useful degree of urinary control.
